WHAT ARE THE IMPORTANT
RISKS AND COMPLICATIONS
OF EVACUATION?
By far the vast majority of women who
spontaneously miscarry will experience no
medical complications and will recover very
quickly. Coming to terms with the loss of the
pregnancy may be the most difficult aspect.
Some of the rare complications are:
During dilatation and removal of the pregnancy
tissue, there is a small risk of a tear or laceration
to the mouth of the womb (cervix) or a
perforation to the uterus. Both of these occur in
less than 1% of women and are more common
in later pregnancy gestations. The severity can
vary between very low and inconsequential, to
extremely traumatic with significant damage.
Lacerations are treated with suturing, while
uterine perforation will just be observed for
bleeding. There may be a need to explore the
abdomen for damage to other organs, bleeding
and bowel injury, using laparoscopy or open
surgery.
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clotting ability. It is usually managed by
completing the emptying, then packing and
suturing. Alternatively is can be managed with a
balloon tamponade in the cavity. In rare cases, if
bleeding cannot be stopped, hysterectomy may
be needed to save a woman’s life.
Uterine infection may also occur following a
miscarriage and is treated with antibiotics.
Severe sepsis leading to organ failure and the
need to do a hysterectomy is very rare after a
spontaneous miscarriage.

WHAT ARE THE
ALTERNATIVES?
Sometimes the pregnancy tissue is passed
completely without the need to empty the
uterus.
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KNOW?
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MISCARRIAGE

After a miscarriage, there is no medical
reason to delay future pregnancy. However, it
is recommended to wait a week or two until
bleeding and discharge stops before having
intercourse.
Should you wish to wait before attempting to
become pregnant again, immediate
hormonal contraception or intra-uterine
contraception is safe, and you can request
insertion of an intra-uterine device at the
time of the evacuation.
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WHAT IS MISCARRIAGE?
A miscarriage is the spontaneous loss of
pregnancy before the fetus reaches viability.
The term includes all pregnancy losses from
the time of conception until the age at which
a fetus has a chance for survival in the specific
health care system which is between about
26 and 28 weeks in South Africa.
An early miscarriage is up to about 12+ weeks
and a late miscarriage occurs from 13 weeks.
Recurrent miscarriage is defined as the loss of
three or more consecutive pregnancies and
affects about 1% of couples trying to conceive.

HOW IS THE CONDITION
DIAGNOSED?
A miscarriage can cause bleeding and
cramps.
A miscarriage may also be suspected when a
routine sonar examination shows that the
fetus is not developing and that there is no
fetal activity. However it is important to be
sure that the pregnancy is advanced enough
for activity such as a heartbeat to be visible, so
in case of doubt, the sonar should be
repeated after a week or two. A sonar scan
will also exclude the possibility of a tubal
(ectopic) pregnancy or a molar pregnancy.

WHAT ARE THE CAUSES OF
MISCARRIAGE?
It is often not possible to identify the cause of
a miscarriage, but several factors increase the
risk. These include advanced age of the
mother or father; previous miscarriage/s;
smoking and/or alcohol use.
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Most miscarriages occur as a result of
chromosomal abnormalities in the fetus, and
is thus one of the body’s natural protective
measures.

Later miscarriage is more traumatic and
carries a higher risk for severe bleeding, pain
and other complications. These risks increase
if you have previously had a caesarean
section delivery. You can request extra pain
medication, or psychological support, if you
feel that this will assist you.

The risk factors for late and recurrent
miscarriages include:
medical and inherited disorders that lead to
spontaneous clotting;
infections;
genetic and chromosomal disorders;
hormonal or endocrine diseases such as
diabetes.

When appropriate, your doctor will suggest
tests to rule out these conditions.

HOW SHOULD MISCARRIAGE
BE TREATED?
Early miscarriage:
Once the diagnosis is certain, your doctor will
suggest an appropriate treatment. If you
miscarry in the first 8 weeks, usually no
treatment is needed, as long as bleeding
does not become heavy. If there is tissue
remaining in the uterus, you may be
prescribed prostaglandin tablets to be used
vaginally or you may need to undergo
immediate uterine evacuation under
sedation or anaesthetic to ensure that there
is no tissue remaining.
Late miscarriage:
The later the gestation, the more important it
is to induce a miscarriage first and to prepare
the mouth of the womb (cervix), before
emptying the uterus by evacuation. Here too,
prostaglandin tablets are used (usually
vaginally) to assist with this process.

HOW DO I CHOOSE BETWEEN
THE TREATMENT OPTIONS?
You should discuss the options with your
doctor who will assist you to choose. Often
the choice becomes clear as the process
evolves.

HOW IS UTERINE
EVACUATION DONE?
Cervical dilatation and uterine evacuation is
done under general anaesthetic or at least
heavy sedation with pain management.
After cervical dilatation, a soft plastic cannula
is passed into the uterus through
which the pregnancy tissue is removed. This
is done using vacuum suctioning while
the cannula is moved around (suction
curettage). Alternatively, the tissue is
removed with a swab-holding forceps before
cleaning the womb with a metal curette - a
traditional dilatation and evacuation.

WHAT CAN I EXPECT BEFORE
AND AFTER TREATMENT?
For late miscarriage, the vaginal passing of
tissue is induced medically before evacuation.
Alternatively prior treatment is given to ease
the dilatation or opening of the cervix.

